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tal management, provider groups (including primary care physicians, emergency and critical care physicians, nurses, EMTs, paramedics, and rehabilitation and prevention professionals), and the public are all key players. A critical step is to bring into the group a broader array of participants than those who usually address EMS and EMS-C issues or, for that matter, children's health issues. Some creativity should be used in involving public groups, and approaches to entities such as the American Red Cross, Boy Scouts and Girl Scouts, Parent-Teacher Associations, and a wide array of other voluntary associations (e.g., the March of Dimes) should be considered.
One factor that has hindered recognition of pediatric emergency care needs has been a lack of input from pediatricians and others with pediatric expertise in EMS planning and advisory groups. In many cases, neither side has appreciated that a patient population with distinct emergency care needs was being overlooked. The need for specialized care for pediatric emergencies must be made clear among groups that have not yet recognized it, and the EMS-C community has to be able to work with groups with overlapping concerns.
Therefore, the state EMS-C lead agencies and their advisory councils should identify ways to include appropriate pediatric expertise. Permanent pediatric representation is preferable, but having a broad enough set of members from this area may risk making the formal advisory council too large and unwieldy. In such situations, a pediatric subcommittee might be created to advise the main group. Another tactic may be for the advisory councils to have all subcommittees, task forces, or work groups chaired or co-chaired by a pediatric representative.
The specific health offices involved will depend on the state; the areas of responsibility represented should include public sector EMS systems (e.g., those administered through city fire departments), child health and welfare, hospital planning and regulation, health care provider licensing and certification, and insurance programs and policies (including Medicaid). Offices with responsibilities for the chronically ill or disabled and for any special population groups (e.g., Native Americans, non-English-speaking communities) should be represented as well. In states with a large agricultural sector, a unit such as the Farm Bureau may be a valuable participant. Consideration also should be given to including state departments concerned with education. Finally, representatives of counties, metropolitan areas, and other forms of local government should have a place at the advisory table. In some states, substantial authority, experience, and influence in EMS lie with these local governments.
The actual structures of state advisory councils will vary by state. Some states may adapt the federal model with an advisory council that is appointed by the governor and includes voting members from the private sector and nonvoting public members. Others may look to different modelsnd publishing hospital-specific mortality rates for the Medicare program.  Attractive conceptually, the analyses are extremely hard to do because of the need to control or adjust for many case-mix (patient, diagnosis, and other) variables. Such an approach might be somewhat simpler when applied in the EMS context only, for instance in analyses of trauma deaths in a hospital selling using the so-called TRISS methodology (Champion et al., 1981; Boyd et al., 1987) (see Appendix 7A). However, the enduring controversies about acuity and severity adjusters, coupled with the range of settings in which emergency care can be rendered, makes any broad application of Ihis approach debatable.
